It is normal for people to feel positive about the quality of their lives, despite the presence of challenges. Of special interest here are the challenges of caring for a child or a disabled family member. How do the adults living within such families maintain a positive self-view? Answering this question requires an understanding of subjective well-being as it applies to each individual family member and of the management system that strives to keep each person feeling positive. This paper describes various psychological components of this homeostatic management system, together with a consideration of the most useful resources to support homeostasis. Key resources have been identified by using the Personal Wellbeing Index, a seven-item scale measuring subjective well-being (mood happiness). Over many studies, researchers have found considerable agreement that three kinds of resources -"the Golden Triangle" -are consistently more relevant to subjective well-being than the others. These are feelings of satisfaction with income, relationships, and life purpose. The implications for interventions that offer support to families in need are discussed.
An omnibus definition of "family" is "a group of individuals living under one roof and usually under one head" (Merriam-Webster, 2017) . In this context, the well-being of a family is both a well-being collective, with contributions by each family member, and a microcosm of community well-being as measured by social indicators (Kee, Lee, & Kim, 2017) . This essay concerns the well-being of individuals as it contributes to family life quality.
The scientific understanding of human life quality is now represented by a massive research literature. As might be expected from such a vast repository, many different interpretations have been published. However, some issues represent common ground among researchers, and the most fundamental of these is the distinction between objective and subjective life quality (Andrews & Withey, 1976; Campbell, Converse, & Rodgers, 1976; Cummins, 1998a) .
Objective life quality concerns the tangible world we experience in common with other people. The component parts are, for example, how much money people have, the size of their friendship networks, and whether they are productive members of their communities. This dimension can be measured in ways that can be verified by other people; for example, by observing how many friends the family member has.
The second dimension is subjective, and therefore private. It comprises the feelings that can only be experienced by each individual. Examples are the level of satisfaction someone has with their earnings, their friends, and the work they do each day. This dimension is the primary target of this essay; it is commonly referred to in the scientific literature as subjective well-being (SWB).
It seems intuitive that these two dimensions should be simply related to one another such that, for example, people who are wealthy and healthy will have a high level of SWB. This is not so, however. An authoritative review within the disability literature (Schalock et al., 2002) describes the strength of the relationship as only "modest" (p. 458). Finding an explanation for this counterintuitive result requires an understanding of the science underpinning SWB. Such an understanding is provided by the theory of subjective well-being homeostasis management system. This system has been described in detail elsewhere (Cummins, 2016 (Cummins, , 2017 and will now be summarized.
Understanding Subjective Well-Being
In common scientific usage, the term "subjective well-being" is used synonymously with "happiness" and "life satisfaction" (e.g., Kozma, Stone, & Stones, 2000) . All three terms refer to a single construct and, when measured as mood through self-report, all three are highly correlated (Anglim, Weinberg, & Cummins, 2015) .
The most common form of SWB measurement is by means of semi-abstract questions of "satisfaction", most commonly the single question, "How satisfied are you with your life as a whole?" (Campbell et al., 1976, p. 33) , termed global life satisfaction (GLS) . SWB can also be measured using multi-item scales. The most popular of these is the Satisfaction with Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin, 1985) , which comprises five items, each an assertion regarding satisfaction with "life as a whole". This scale construction allows the production of a single average measure that is more reliable than any single item used alone, and which correlates highly with GLS (e.g., r = .66; van Beuningen, 2012) . The second multi-item scale is the seven-item Personal Wellbeing Index (PWI; International Wellbeing Group, 2013) . The PWI also correlates highly with GLS (e.g., r = .60; Casas, González, Figuer, & Malo, 2009) and very highly with the SWLS (e.g., r = .79; Renn et al., 2009 ). The PWI also has a parallel version for adolescents (Cummins & Lau, 2005b) and another for people with an intellectual or cognitive disability (Cummins & Lau, 2005a) . Using any of these measures to track SWB over time yields a single, very predictable, result. The average level of SWB is very stable.
SWB is Normally Stable
The remarkable stability of measured happiness was noted over 80-years ago, when Hartmann (1934) reported a 1-month test-retest reliability of .70. This result has since been verified many times, using various measurement techniques, and has both practical and theoretical importance. A practical application of this stability has been to generate normative ranges for SWB using the mean and standard deviation (see the PWI manuals). Normative ranges may be calculated both for populations, by using multiple survey mean scores as data, and also for individuals (for Australian norms see Cummins et al., 2013, Tables A 2.20/21 ).
The first published normative estimation of SWB used population mean scores from several Western countries. Data were standardized by a formula that transforms response-scale scores into percentage-point scores, denoting responses from no satisfaction (0 points) to complete satisfaction (100 points; Cummins, 1995) . It was found that the population grand mean was 75 points, with a standard deviation of just 2.5. Thus, within the range 70 to 80 points, there is a 95% probability of including any Western population mean score.
Since that time the normative range for SWB has been refined in two main ways. First, the inclusion of non-Western population mean scores expanded the normal range downward to 60 to 80 points (Cummins, 1998b) . The main reason for this change is the inclusion of countries with low economic status. However, a second reason for the new lower bound is cultural response bias (Lai, Cummins, & Lau, 2013; Lau, Cummins, & McPherson, 2005) . This is a systematic cultural influence, causing people to provide either higher or lower responses to questions of life satisfaction. For example, due to the Confucian cultural influence, East Asian populations report lower SWB than do Western samples, generally by about 10 percentage points (for a review, see Chen & Davey, 2008) .
The second way the normative range for SWB has been refined is to make it relevant for individual people. Based on the responses from about 60,000 Australians, the population mean is 75 points with a standard deviation of 12.5. The normative range (2 standard deviations around the mean) for individuals is thus 50 to 100 points. In other words, most people feel positive about their lives.
The practical usefulness of normative ranges is to allow a determination of whether the mean scores of a population group, or the scores of an individual, are normal (within-range) or pathological. Such determination has usefulness for policy, in allowing the identification of population subgroups with high levels of pathological functioning (Tomyn, Weinberg, & Cummins, 2015) . It also has high relevance for researchers studying the properties of SWB because samples high in pathology (below 50 points) exhibit abnormal psychometric characteristics (Richardson, Fuller-Tyszkiewicz, Tomyn, & Cummins, 2015) .
While these normative standards have been calculated using general population data, a crucial understanding is that they apply to everyone, including people with a disability (Cummins, Lau, Davey, & McGillivray, 2010) . The reason for this universality is that the level of SWB for each person is genetically managed around a set-point (Capic, Li, & Cummins, 2018; Cummins, Li, Wooden, & Stokes, 2014) . Thus, each person's natural level of SWB is set genetically and does not change due to disability.
Set-Points and Homeostasis
Within physiology, it has been understood for over 80 years (Cannon, 1932) that body temperature and other biological variables that must be kept at reasonably constant levels are each managed by a homeostatic system. In contemporary terms, and consistent with the authoritative description by McEwen and Wingfield (2003) , homeostasis can be defined as the management of an essential variable to a set-point representing an optimal level of the variable for the normal physiological operation of each individual.
Each homeostatic system manages its own dependent variable to a level dictated by a genetic set-point. For core body temperature this set-point is about 37 °C. When forces external to the homeostatic system cause movement of the variable's level away from its set-point, the system generates counteractive measures designed to return the variable back to its optimal setpoint level. For example, the sensation of feeling cold causes changes in both blood distribution and behavior, for the purpose of retaining more body heat. Analogous homeostatic devices have been described that manage the level of SWB back to its set-point (see Cummins, 2016; Cummins, 2017) .
There has been much controversy over the existence of set-points for SWB. While it has long been suggested that SWB levels have a strong genetic basis (Tellegen et al., 1988) , the evidence that such set-points exist has been elusive. However, this has recently changed, with the first demonstration of SWB set-points, and the finding that they have a normal distribution within the range of about 70 to 90 points on the 0 to 100 point scale . This has recently been confirmed using a different data set (Capic, Li, & Cummins, 2017) . Thus, the key component for understanding SWB homeostasis is now in place.
The second essential component of homeostasis is the system that maintains SWB around its set-point for each person. The system recognizes the optimum level of the managed variable, as determined by its set-point, and seeks to return it to that level if displaced. In order to understand this system a deeper understanding of SWB is required.
The Character of SWB SWB can be described as being normally positive and stable, and mainly comprising mood. The positivity and stability characteristics have already been described. Understanding mood requires further explanation.
When most authors define SWB, they cite classic publications such as Andrews and Withey (1976) and Diener (1984) . These support the statement that SWB comprises a mix of high positive affect, low negative affect, and cognition in the form of a global, personal life assessment. This view requires revision. As first demonstrated by Davern, Cummins, and Stokes (2007) and confirmed using factor analysis and structural equation modelling (Blore, Stokes, Mellor, Firth, & Cummins, 2011; Longo, 2015; Tomyn & Cummins, 2011a) , the composition of SWB is dominated by mood. It is this mood, named Homeostatically Protected Mood (HPMood; Cummins, 2010) , that homeostasis is maintaining at a steady level around its set-point.
HPMood provides each person with a constant, stable, gentle, background level of affective positivity and alertness. This constant mood can be described as a general feeling of contentment, but also comprises the affects happy and alert. Homeostasis is responsible for maintaining HPMood at a level that approximates its set-point for each individual person. This does not mean, however, that SWB is stable.
While it is postulated that HPMood is indeed stable, as dictated by its set-point in each individual, measured SWB shows considerable variation. In a recent review of longitudinal state-trait model analyses, Yap, Anusic, and Lucas (2014) estimated that about a third of the measured variance in life satisfaction is stable even over very long time periods, another third changes slowly over time, and the remaining third is occasion-specific. While these proportions require substantiation, the general model is a plausible initial estimate. Certainly there is substantial variation in the levels of measured SWB, on a moment-to-moment basis, due to strong emotions causing homeostatic failure. Thus, the measured level of stability is consistent with a homeostatic system with limited capacity to prevent acute change, but with a substantial capacity to bring SWB back to set-point on a chronic basis.
As evidence of this homeostatic capacity, within normal population samples only a very small proportion of Australian people lie below the scale mid-point. Using data from over 60,000 people gathered over 13 years by the Australian Unity Wellbeing Index surveys , only around 4% of scores lie below 50 points. It is thus normal for people to feel good about themselves whether they have a disability or not (Cummins, McCabe, Romeo, Reid, & Waters, 1997) .
Practical Implications
The idea of SWB homeostasis places great emphasis on how people feel about themselves and, indeed, many authors have proposed that this is the most important aspect of life quality (e.g., Brown, 1999; Schalock, 1997) . Clearly, however, the objective side of life is also relevant. If objective life circumstances are poor, normal bodily and mental functioning will be compromised. Moreover, if such conditions are severe enough to cause distress, SWB homeostasis is likely to be defeated. When this occurs, people lose their normal levels of positivity and may become depressed (Cummins, 2010) . Understanding the relationship between the objective and subjective aspects of life quality is therefore crucial for professionals concerned with facilitating homeostatic resources, such as money, especially in the context of disability services.
In discussing this relationship, a useful starting point is to emphasize that life circumstances, including disability, do not change set-points for SWB. This is because the level of each individual's set-point is under genetic control. Nevertheless, adverse life circumstances and disability do threaten the maintenance of normal levels of measured SWB because they make demands on the available resources. For example, it is likely that the disability will cause a need for additional financial resources to purchase prostheses or pay for help. The disability may also add to the difficulty of maintaining an intimate relationship and of holding a fulfilling job. Factors like these add an element of stress that is not as likely to be experienced by someone without such a condition.
Stress is also cumulative (Meile & Haese, 1969) , so the addition of disability to a normal life is likely to result in a higher level of stress than would otherwise be experienced. Note, however, that the experience of higher stress reflects a deficient level of the named resources. If someone with a disability has sufficient objective resources to meet their needs, then their level of SWB, ceteris paribus, will be no different from someone without a disability.
This description of the operation and defeat of homeostasis provides the means for understanding the relationship between objective resources and SWB. This understanding can be summarized as follows:
1. For people operating within their normal set-pointrange, there is never a simple linear relationship between change in their objective circumstances and their level of SWB.
Providing that homeostasis remains functional, any increase or decrease in the objective resource will be rapidly adapted to by homeostatic processes. Under such conditions, the chronic level of SWB remains close to set-point. This mainly accounts for the commonly observed low-level relationships between objective variables and SWB.
2. If the change in objective circumstances is strong enough to defeat homeostatic control, then SWB will come under the control of the emotion generated by the event, and will rise or fall beyond the set-point. Long-term homeostatic processes, such as adaptation (Helson, 1964) , are then activated. These are normally powerful enough to return SWB close to its set-point over a period of time.
3. For people who remain in homeostatic defeat because the source of their distress is chronic and uncontrollable, their SWB will remain below its set-point. Such people are at high risk of depression (Cummins, 2010) .
The implications of all this for the allocation of resources is considerable. Essentially, if someone is operating within their normal range, the provision of additional resources will not cause a discernible rise in their level of SWB. On the other hand, providing such resources to people in homeostatic defeat will normally act to raise SWB into the set-point-ranges (see, e.g., Tomyn et al., 2015) . Thus, from this perspective, the baseline SWB level of an individual or a group is important information for administrators charged with public resource allocation.
Measuring Subjective Wellbeing
The simplest measure of SWB involves a single question concerning global life satisfaction. Devised by Andrews and Withey (1976) , it asks, "How do you feel about your life as a whole?" (p. 66). Responses are measured using an end-defined, numerical response scale (Jones & Thurstone, 1955) anchored by no satisfaction (0) and complete satisfaction (10).
While GLS is considered a sensitive and reliable measure of SWB, it has the psychometric limitation of being a single item. A solution to this limitation is to measure SWB by a set of items that, together, represent GLS (see for an expanded discussion). There are two such scales.
The first is the Satisfaction with Life Scale 1 (Diener et al., 1985) , which is the scale most widely used to measure SWB. In June 2017, Google estimated that it had been cited over 17,000 times. Unfortunately, however, an authoritative review of this scale by van Beuningen, 2012 found that people with low and intermediate levels of education and those who were not native English speakers had a tendency to misinterpret some items. Van Beuningen concluded that the wording of the SWLS may be too complex for use with general population samples. This also makes it unsuitable for use by adolescents and people with an intellectual or cognitive disability.
The second scale constructed to represent GLS is the Personal Wellbeing Index 2 (International Wellbeing Group, 2013) . The PWI comprises seven items of satisfaction: standard of living, health, achieving in life, relationships, safety, connection to community, and future security. Each item is asked in a semi-abstract format, such as, "How satisfied are you with your relationships?", with no further specification as to how the target (here "relationships") should be considered. It is proposed that these seven domains are sufficiently universally relevant, in sharing unique variance with GLS, to form a valid comparative scale for any group of people (Cummins, 1996) .
When tested empirically, however, the extent of domain contribution to GLS is variable (Cummins, 2013; International Wellbeing Group, 2013) . Fortunately, this only minimally detracts from the validity of the scale. Due to its semi-abstract, personal format, each domain is dominated by its content of Homeostatically Protected Mood (HPMood), with the added variance of each target word (e.g., relationships) making only a very small contribution to the prediction of GLS variance. Thus, despite variable domain cofntributions to GLS, the PWI provides a valid estimate of SWB due to all of the domains having a common, dominant content of HPMood.
In other terms the PWI is psychometrically robust as: (a) The seven items all intercorrelate strongly and almost inevitably form a single factor; (b) The seven target items are all familiar to adults generally; thus, people find all of the domains relevant to their lives; (c) The scale has a parallel version for people with an intellectual or cognitive disability (PWI-ID) and another for school-age adolescents (PWI-SC).
The Golden Triangle Domains
A further characteristic of the PWI is that, when regressing the seven domains against GLS, three of the domains -money, relationships, and achieving -are more predictable contributors of unique variance than the other four. These "golden" domains form the "Golden Triangle".
Money:
Money has the power to protect SWB through its capacity as a flexible resource to assist homeostasis (Cummins, 2000) . Having sufficient money allows people to minimize the unwanted challenges that accompany daily life. Wealthy people pay others to perform tasks they do not wish to do themselves. Because of this, SWB rises, from low income to high income, following an asymptotic curve.
This power of money is particularly evident for people who are disabled. Such people are more likely to encounter discrimination, to be unemployed, and to have ill health and dependence on carers. For these people, therefore, the importance of money to support homeostasis is magnified.
However, even for people with special needs, more money does not necessarily equate to higher SWB. People who are rich experience rapid adaptation to high living standards, so living in a mansion with servants feels luxurious in the short term, but over time it will just feel "normal". Moreover, an increase in wealth cannot shift the set-point to create a perpetually happier person. No matter how rich someone becomes, once their level of income has saturated the wealth-dependent buffering capacity of the homeostatic system, additional wealth will not raise SWB further.
Relationships:
The second golden domain encompasses interpersonal relationships involving the mutual sharing of intimacies and support. Almost universally, the research literature attests to the power of such relationships to moderate the influence of stressors on SWB (Sarason, Sarason, & Pierce, 1990 ). While such positive relationships are a natural component of family life, within other living environments they are not so predictable. The residents of share-homes, for example, evidence high heterogeneity in this resource. Yet their satisfaction with social relationships is strongly associated with happiness (Chadsey & Beyer, 2001) , self-esteem, and confidence (Srivastava, 2001) . This is why, in institutional settings, facilitating meaningful social relationships is a primary task for responsible staff.
Aspects of the living environment can be engineered to facilitate friendship formation and maintenance (see, e.g., Forrester-Jones, 2001 ). However, the most important facilitating agent is a positive attitude amongst staff towards relationship formation among the people in their care. This is especially crucial for those people with a disability who have limited mobility and difficulty interacting with other people.
The positive power of emotionally intimate relationships is most evident when they are absent. When this homeostatic resource is insufficient for people's needs they feel lonely and excluded. The dreadful consequence is a high susceptibility to depression.
Achieving in life:
The process of active engagement, providing purpose in life, is the third golden domain (Trope, 1986) . In their review, McKnight and Kashdan (2009) conceive purpose in life to be "a cognitive process that defines life goals and provides personal meaning" (p. 242). A voluminous literature attests to the fact that when people are deprived of this homeostatic buffer through, for example, losing an active role in their family group or becoming unemployed (Schaffer, 1953) , their SWB is severely threatened (Clark, Diener, Georgellis, & Lucas, 2008) .
People with a disability are at high risk of failing to secure this buffer, especially if they experience institutional care. When people live in an institution or group home, the simplest and most cost-efficient method of care is for staff to produce routines by conducting all necessary operational procedures. This, however, deprives the residents of the opportunity to contribute to the collective, through which they could gain a sense of purpose and responsibility. Extracurricular, organized activities, are a weak substitute because they lack self-direction. The result of these institutional practices is to reduce residents' access to this crucial golden domain.
Practical Recommendations
Not all life domains are equal in their capacity to support SWB homeostasis. Three preeminent resources of money, relationship intimacy, and life purpose together form the Golden Triangle. Each of these domains has an especially strong ability to support SWB homeostasis. Unfortunately, adequate levels of these three domains are also the most difficult resources to ensure at the general population level. The difficulty is exacerbated for people with a disability and for families with children.
SWB and Families
An authoritative definition of family quality of life (QOL; Brown & Brown, 2014) includes the statement, "Family quality of life is concerned with the degree to which individuals experience their own quality of life within the family context" (p. 2195). Thus, families can be considered a collection of individuals, each of whom has two sources of influence determining their personal level of SWB. One is the level of their set-point, genetically set, and the other is experience of life, which includes the family environment.
Consider first each family member's set-point. A recent review (Røysamb, Nes, & Vittersø, 2014) concludes that as much as 80% of the stable level of SWB is attributable to genes (p. 19). Thus, since the level of each set-point is under genetic determination, it might be expected that the set-point levels of the parents would be a good predictor of the set-point levels of their children. However, this is not so.
The reason has been explained by Lykken and Csikszentmihalyi (2001) who proposed that happiness is an "emergenic" trait. That is, the relevant genes combine in a configural [differing in the relative arrangement of individual genes] rather than a simple additive fashion. Such emergenic traits, while strongly genetic, do not tend to run in families: "Mom may be holding a full house while Dad has a straight flush, yet when Junior gets a random half of each of their cards, his poker-hand may be a loser. The value of a poker hand, like the strength of an emergenic trait, depends on how the cards fit together; on their configuration rather than on their sum" (p. 470).
As evidence of such diversity, these authors cite data from many dizygotic twin studies (e.g., Lykken & Tellegen, 1996; Nes, Røysamb, Tambs, Harris, & Reichborn-Kjennerud, 2006) . But if family members differ markedly from one another in their genetic component of SWB, to what extent does their shared family environment produce a common level of SWB? The answer is that it does so only to a very small extent.
As proposed by Nes (2010) , each family member will have a different experience of the shared family environment. Just how different was demonstrated by Casas et al. (2008) who explored the relationship between the SWB of parents and their 12-to 16-year-old children using the PWI. They found only a weakly positive relationship. The authors concluded, as did Røysamb et al. (2014) , that shared family factors contribute little to interpersonal resemblance within families.
The above understanding supports the following statements regarding the measurement of family SWB:
1. SWB is a personal feeling. Each family member will have their own level of SWB.
2. The only way of measuring family SWB is to ask individual family members to rate themselves on an age-appropriate scale. This means using an adult scale, such as the PWI (International Wellbeing Group, 2013) , an adolescent scale such as the PWI-SC (Cummins & Lau, 2005b) , or a simplified version such as the PWI-ID for people with an intellectual or cognitive disability (Cummins & Lau, 2005a) .
3. Due to cognitive limitations, it is often not currently possible to validly and reliably measure the SWB of all family members. Excluded are children younger than 12 years (see "Measuring SWB in Children" below) and people who cannot successfully complete the pretesting protocol attached to the PWI-ID due to cognitive limitations. Moreover, the SWB of these persons cannot be validly measured by a proxy adult, such as a parent (see "Proxy Responding" below). These understandings become caveats when considering how to validly measure family QOL.
Scales to Measure Family QOL
There are many scales designed to measure family life quality. The Australian Centre on QOL "Directory of Instruments" 3 lists 22 such scales. The two best known are the Family QOL Survey (Brown et al., 2006a; Brown et al., 2006b ) and the Beach Center Family QOL Scale (Beach Center, 2015) . Both are complex instruments. The former measures well-being within nine domains and across six dimensions, involving various forms of dependent variables. While this scale is not intended to measure SWB it does include domains that are highly relevant to families with a child who has a disability. For example, some of the survey's domains relate to social well-being and community relations. These are important aspects of family QOL and will be elaborated by other articles in this special issue. The Beach Center Family QOL Scale is intended for use with families caring for a disabled family member. It comprises 25 items forming 5 subscales: family interaction, emotional well-being, physical/material well-being, parenting, and disability-related support. Items are prefaced by, "For my family to have a good life together ---How satisfied am I that ---." (Summers et al., 2005, p. 780) In other words, one member of the family is providing their own perceptions of the life quality within their family. Several matters are relevant to the interpretation of such data because:
1. The result will reflect the respondent's personal level of SWB rather than some global evaluative construct applying to the whole family.
2. The scale has not been constructed using theoretical guidance and it is difficult to determine what it is measuring. It includes items evaluating satisfaction with relationships (e.g., "My family enjoys spending time together"); factual statements (e.g., "Family members help the children with schoolwork and activities"); judgements on behalf of others (e.g., "My family members have some time to pursue their own interests"); and statements on behalf of the person with a disability (e.g., "My family member with special needs has support to make friends"). This collation does not represent a measure of SWB.
Practical Recommendations
While neither of these two scales can be considered to provide a valid measure of SWB, both comprise lists of items relevant to family QOL. However, whether they validly represent the construct of family QOL is also uncertain. Neither scale is designed to represent a theoretical definition of family QOL. Rather, family QOL is assumed to be represented by the scale items; an assumption that cannot be tested. Moreover, neither scale contains norms against which data can be interpreted. Thus, while both instruments are useful for between-group comparisons, the interpretation of results in terms of family life quality is restricted to the scale that has been used. Of greater relevance in the context of this paper is the SWB of individual family members.
SWB and Parents
The pattern of SWB levels for parents is well predicted by homeostasis theory. Their major resources are represented by the Golden Triangle domains (money, relationships, and achieving) and the major systematic source of challenge comes from their children. Essentially, children need to effectively use parental resources in order to thrive, just as do the progeny of all mammals. For parents, this means that they need more resources than would a childless couple in order to maintain SWB within their set-point-range. As a result, when the resources are adequate, children have little influence on parental well-being. When resources are inadequate, however, children place the SWB of cohabiting adults at risk. Figure 1 demonstrates this balance between two of the golden resources (money and partner relationship) and challenges (children). The data are cumulative over 22 surveys (surveys 9 to 30) of the Australian Unity Wellbeing Index, with each survey involving a fresh, geographically representative national sample. These combined results are originally presented in the report of survey 30.0 Table A3.14) . The total number of observations within each of the depicted subsamples is: living with partner only, 10,506; partner and children, 10,219; and living as a sole parent, 2,307. The smallest analytic cell is 62, representing sole parents with incomes in the range $151,000 to $250,000. The horizontal bar in Figure 1 represents the generic normal range for groups. This range is calculated using our 30 survey mean scores as data. This normal range reflects the extent of variability between surveys and represents a 95% probability that any future national survey mean will fall within this range. Thus, any Australian group mean score can be compared against this range to indicate the degree of its normality. The PWI provides the measure of SWB and all results are projected onto a 0-to 100-point scale.
The results from Figure 1 show the power of higher income to lift SWB in all groups. This is consistent with the role of money as a systematic homeostatic resource, as has been described. These results provide the following three insights into resources versus challenges for families:
1. The best option, for normal or above normal levels of SWB, is to live with a partner in the absence of children. Even at an income of less than $15K their well-being lies in the normal range, and at an income of $251 to $500K their well-being has risen by only 6.9 percentage points.
2. Living with children adds a level of challenge to homeostasis. This is most evident when household income is low. At an income of $15 to $30K individuals are 4.2 points below the partner-only group and well below the normal range. However, their SWB responds positively to increased income. At $31 to $60K they enter the normal range and, at an income of $101 to $150K they are statistically indistinguishable from the partner-only group.
3. Both of the above groups contrast markedly with the sole-parent group, where one parent lives with one or more children. Here the partner resource is missing and parents only enter the normal range at $61 to $100K. Their SWB remains 1.2 points below the partner-only group even at an income of $151 to $250K. This group also demonstrates extreme sensitivity to income, rising 14.2 points over the whole income range.
In summary, both income and a partner are individually powerful resources for family well-being and their combined effect on SWB is additive. Either resource without the other is linked to reduced levels of SWB. The importance of these resources is even more pronounced for informal carers.
SWB and Informal Carers
An informal carer is a person, other than a parent, who provides unpaid support to family members or friends who have a disability or are frail (Carers Australia, 2017) . Such care involves assistance with varied aspects of daily life, but most commonly includes physical and personal care. Informal carers are also often responsible for the daily management of medical conditions, and the provision of emotional and financial support. It is evident that the task of caring is a source of challenge in the carer's life, covering some of the same dimensions as the role of parenting. Thus, as in the previous section, the question of whether this caring role threatens SWB homeostasis depends on the balance between the relative strength of such challenges and the available resources. This common context allows the question as to whether this role is more challenging than the role of parent.
In answer, it is evident that carers are far more likely than parents to be deprived of the key golden resources. Taking data from the most recently released (2015) census data in Australia (Australian Bureau of Statistics, 2016), the comparisons are as follows:
Wealth: Whereas 26% of non-carers have a household income in the lowest 40% of the population, this applies to fully half of primary carers (carers with primary responsibility for the person in care). Moreover, a majority of carers depend for their income on a government pension or allowance.
Relationships:
The provision of care to a dependent person in the home will often restrict the maintenance of other personal relationships outside the home. Such restrictions may well be more severe when caring for an adult than for a child. In general, children can more easily accompany a parent on visits to friends or shopping centres than can an infirm adult. The census data also show that the more hours of care provided each week, the lower is the likelihood that the carer will be involved in activities outside the home.
Achieving: When the carers were asked the reason for taking on the caring role, the primary carers nominated: a sense of family responsibility (66.9%), a feeling they could provide better care than anybody else (50.3%), and a feeling of emotional obligation (44.2%). Thus a majority were performing the role as a duty. While most of these carers would certainly feel a sense of purpose and achievement in their role, it is also unlikely that they would find this as fulfilling as an activity that was freely chosen, such as parenthood or employment.
Employment is especially relevant in this context since it is commonly a source of all three golden resources. It provides money, a ready source of friends, and a sense of achievement. It is thus highly relevant to note that the labour force participation rate for primary carers is around 50%, compared to 80% for non-carers.
From this sobering set of statistics, it is predictable that these people have an increased likelihood of experiencing homeostatic failure, and this has been confirmed by many studies. As a recent example, Hammond, Weinberg, and Cummins (2014) reported a study of over 4,000 informal carers, conducted in 2007 in collaboration with Carers Australia. Using the PWI, the group as a whole had the lowest mean level of SWB we have recorded (58.5 points, as against a normal range for the population of 73 to 76 points). As confirmation of the link between low SWB and depression, the median SWB of the carers corresponded to being moderately depressed, using the Depression Anxiety Stress Scales (Lovibond & Lovibond, 1995) . In short, SWB homeostasis for carers has very commonly failed due to inadequate support in terms of money, relationships, and personal achievement.
Practical Recommendations
It is evident that informal carers require more key resources in order to experience a normal level of life quality. The National Disability Insurance Scheme (NDIS; Australian Government, 2013) , certainly one of the most important social reforms in recent Australian history, was established to address this problem. The NDIS creates a uniform system of disability services across Australia "based on individual aspiration and choice" (National Disability Insurance Scheme, 2015, p. 2). It is jointly funded by the federal government and the states and territories through a national levy (0.5% of income), introduced in 2014 (Madden, 2015) . Funds provided may be managed by the participant, the NDIS, a registered plan management provider, or a nominee of the participant. Supports are provided by registered providers in a competitive market. The philosophical approach is to facilitate a person's inclusion in society, rather than focusing on their disability (NDIS, p. 28 ).
An evaluation of the effectiveness of the NDIS (Mavromaras, Moskos, Mahuteau, & Isherwood, 2018) , conducted within the five states and territories initially targeted for the trial, has reported generally positive outcomes. In June 2018, Western Australia became the final state to join the NDIS (Buckmaster & Clark, 2018) .
Crucially for the current discussion, the scheme targets the Golden Triangle domains, as Buckmaster (2017) 
explained:
Money: The NDIS is an uncapped (demand-driven) scheme, providing individualized packages of support. The participants meet with the NDIS to identify a set of supports agreed as "reasonable and necessary" to meet their goals. Clearly, this will remove much of the family's financial burden.
Relationships:
The scheme supports independence and social and economic participation. This includes the maintenance of informal supports, such as from family and friends, and access to community services, such as sports clubs and libraries.
Achieving: Crucially, the scheme puts the person with the disability in control. Under the objects and principles of the NDIS Act, participants are entitled to exercise "choice and control in the pursuit of their goals and the planning and delivery of their supports".
In summary, there is every reason to expect that once the NDIS scheme is fully operational the national level of SWB for carers will rise from the dismal levels noted above.
SWB and Adolescents
A major concern with SWB measurement during adolescence is whether respondents have the cognitive capacity to provide valid and reliable self-report data. The issue of reliability can be answered easily through an examination of data intercorrelations within samples and longitudinally over time. The more difficult issue to address is validity, most particularly construct validity. Most crucially, does the scale that is used to measure SWB yield data consistent with a nomological net (Liu, Li, & Zhu, 2012) ; that is, what is the degree to which a construct behaves as it should within a system of related constructs, together forming a theory (Cronbach & Meehl, 1955) . Additionally, do the grouped data validly measure SWB or some other construct (Adler & Seligman, 2016 )?
To our knowledge there is only one scale that meets these specifications, and that is the Personal Wellbeing Index -School Children (Cummins & Lau, 2005b) . The nomological net is formed within the theory of SWB homeostasis (Cummins, 2017) . Studies using adult data derived from the PWI (International Wellbeing Group, 2013) have shown that measured SWB is dominated by HPMood in both adults (e.g., Davern et al., 2007) and adolescents (Tomyn & Cummins, 2011a) . Additionally, as has been explained, HPMood is the essence of SWB setpoints (e.g., Capic et al., 2017) . Finally, and crucially, the adult and adolescent versions of the PWI show measurement invariance (Tomyn, Fuller-Tyszkiewicz, Cummins, & Norrish, 2017) .
A further test of adolescent data validity is whether results conform to the adult normal range. If, as proposed, this range is primarily determined through the distribution of HPMood set-points, then the distribution should not differ between adults and adolescents because the determination of each set-point is under genetic control. This similarity has been confirmed for adolescents in, for example, Spain (mean 14.1 years, 79.1 points; Casas et al., 2008) and Australia (mean 15.7 years, 74.7 points; Tomyn & Cummins, 2011a) . These are reasonable approximations to the normative adult range for grouped data (74 to 77 points).
However, while the adolescent range is adult-normal on average, SWB levels fall as adolescents grow older (Casas et al., 2011; Casas et al., 2007; Tomyn & Cummins, 2011b) . At the same time, the incidence of general mental health problems rises (Keyes, 2006) . Most notable is the rising incidence of depressed mood (e.g., Greenberger & Chen, 1996) , which occurs more often during adolescence than at any other time of life (Steinberg, 1993) .
Many coincident factors are responsible for this mental turmoil. They include the biological changes of puberty, moving from primary to secondary schools with increasing schoolwork pressures, concerns about belonging and conforming to peer pressure, changing familial relationships, and the uncertainty of earning a living (Steinberg, 1993) . It is notable that these areas of increasing challenge concentrate on the three golden domains, causing homeostatic maintenance to be under mounting pressure. So the decreasing SWB seen during adolescence seems understandable and the consequences predictable. These include lower satisfaction with school (e.g., Baker, 1999; Huebner, Gilman, & Laughlin, 1999; Jin & Moon, 2006) and associated difficulties in scholastic achievement and social development. It also seems likely that these trends will be magnified for adolescents with a disability.
SWB and Children
And what of younger family members? The age at which researchers consider children to transition into adolescence varies quite widely with era and culture, spanning at least the ages of 10 years (e.g., Kasser et al., 2014) to 13 years (e.g., Casas, Baltatescu, Bertran, González, & Hatos, 2009) . The most common is 12 years and that will be adopted for the discussion to follow. Do the same discovered properties of SWB homeostasis apply to children? Certainly it is expected that the set-points of newborn children are at the adult level. However, several of the conscious homeostatic processes in children will be limited by cognitive immaturity. These include the internal homeostatic buffers of secondary control (Rothbaum, Weisz, & Snyder, 1982) , which only gradually become available to children as they transition from early school age to adolescence (Altshuler & Ruble, 1989; Band, 1990; Marriage & Cummins, 2004) . Thus, it would not be expected that homeostatic control would reach full strength until at least adolescence.
A similar maturational issue is raised by the measurement of SWB itself. The questions used for this purpose are quite abstract (see PWI; International Wellbeing Group, 2013) and so clearly are not understandable by young children who are thinking in concrete terms. One way to counter this is to make the measurement scale questions more concrete, with a simpler response format.
Measuring SWB in Children
The Australian Centre on Quality of Life (2017) lists over 100 self-report instruments designed to measure the well-being of adolescents and children. Some of these are designed to measure SWB and, for adolescents aged 12 and older, such scales are generally age-appropriate. However, one of these, the PWI-SC (Cummins & Lau, 2005b) , includes the important caveat that responses by children under the age of 12 may be unreliable. This caution should be applied generally for this younger age-group.
The reason for this age limitation is that SWB comprises mainly the positive-activated mood of HPMood. Moreover, the SWB questions, devised to gauge this mood, have the character of being semi-abstract items that pertain to the self. The archetypal item is GLS ("How satisfied are you with your life as a whole?"), which is clearly beyond the comprehension of young children. Moreover, if the question is simplified to make it more concrete (e.g., "How happy are you with your toys?"), the response will reflect the target of the question (toys) rather than HPMood. Thus, making questions more concrete means that the answers only weakly reflect SWB.
An explanation of this age barrier lies within developmental psychology. Children under the age of 12 are considered to be at the concrete operational stage, with reasoning limited to concrete examples rather than abstract or hypothetical concepts (López-Pérez, Sánchez, & Gummerum, 2016) . Beyond this age, in adolescence, they enter the formal operational stage (Piaget, 1952) and can reason about abstract concepts without needing concrete examples. How, then, might this maturational barrier be overcome to enable the valid measurement of SWB in younger children?
The common solution is to ask parents to provide proxy responses on behalf of their child, such as through the use of a child diary, kept by the parent, that records daily child mood (Lämsä, Rönkä, Poikonen, & Malinen, 2012) . Unfortunately, such devices are invalid measures of SWB.
Proxy Responding
Proxy responding, or providing answers for another person, may well be reliable when the information sought is objective (e.g., "How often does Trixy get out of the house with her friends?"). However, both reliability and validity plummet when the information sought is subjective. This has been systematically documented in relation to both children and adolescents; several reviews have concluded that proxies cannot be reliably substituted for self-reports either in relation to behavioral/emotional problems (Achenbach, McConaughy, & Howell, 1987) or the feelings experienced by children with disabilities (Yuker, 1988) .
A review of proxy responding by the present author (Cummins, 2002 ) is more wideranging. It examines data covering many different situations where proxy responses have been used. Across all situations, no evidence was found supporting proxy responding as a valid technique. Several reasons for this were advanced, including the obvious fact that the proxy has no direct access to the required information and so must rely on indirect cues and personal knowledge about the target person, all of which are inherently unreliable for such a purpose. Further, systematic personal biases in relation to the person being rated distorts proxy estimates. It is concluded that the process of proxy responding in relation to SWB is inherently flawed and should not be used.
Practical Recommendations
While a large number of scales claim to measure the subjective life quality of children under the age of 12, their reliability and validity for this age group have not been adequately demonstrated. This is due to the cognitive limitations imposed by concrete operational processing. In addition, estimating levels of SWB from proxy responses is invalid. In summary, it is not currently known how to scientifically measure the SWB of children under the age of 12.
Conclusion
The SWB of adults with normal-range cognitive abilities can be measured with great assurance using the PWI-Adult (International Wellbeing Group, 2013) . Moreover, the SWB of adolescents can be measured with the PWI-SC, a factorially-invariant version of the adult scale (Cummins & Lau, 2005b) , and the PWI-ID (Cummins & Lau, 2005a ) appears valid for people with an intellectual or cognitive disability. However, all of these scales are for use with individuals. Family members may well differ markedly in their level of SWB. It is therefore recommended that family levels of SWB are reported and processed at the level of individual family members.
